Introduction
The importance of osteoporosis (OP) to the health economy is widely documented [1] : with costs of fractures alone of £1.73 billion, the ageing population also will lead to a doubling of this estimated cost. Recent advances in the literature regarding the diagnoses and management of OP have occurred. Although there have been Royal College of Physicians (RCP) guidelines published in 1999, 2000 and 2002 [2] [3] [4] and National Institute for Healthcare and Clinical Excellence (NICE) guidances and the new final appraisal determination document from NICE [5] [6] [7] , they have not been updated with recent advances including the newly developed World Health Organization FRAX TM data (www.shef.ac.uk/frax), which give a 10-yr fracture risk assessment and explains how it fits in the treatment paradigm. Additionally, newer treatments including zolendronate are not included. Other groups not included in current guidance are men or women receiving glucocorticoid therapy, men with osteoporosis or post-menopausal women at high risk of fracture but with a T-score above À2.5.
A consensus group called the National Osteoporosis Guideline groups (NOGG) was therefore developed including representation from the Bone Research Society, British Geriatrics Society, British Orthopaedic Association, British Society of Rheumatology, National Osteoporosis Society, Osteoporosis 2000, Osteoporosis Dorset, Primary Care Rheumatology Society and Society for Endocrinology. They published the guidelines, which were launched on 6 October. It is not intended as a working document but as a framework from which local protocols could be developed. This is quite refreshing in view of the perceived 'one size fits all' culture that has emerged from NICE guidance and target culture from Whitehall. The guideline covers men as well as women and deals with prevention as well as treatment strategies and is a holistic document for use by clinicians, managers and patients alike.
New issues discussed in the guidance
How to define and assess OP It is known that the risk of fracture increases 2-fold for every S.D. decrease in BMD. Although OP is diagnosed as the traditional T-score of <À2.5 in either the femoral neck or the hip, it was recommended that it be measured only at the femoral head, and as some units define OP either in the spine and femur, this might lead to some units, including the authors' own, to consider this in reporting OP. The rationale for this is complex and includes the fact that the prediction of fracture is not improved by the use of multiple sites [8] . A caveat was that if it was impossible to measure BMD at the hip or in younger post-menopausal women and men in whom the spine is differentially affected, then other sites could be used.
Other techniques for measuring BMD were not recommended and include quantitative CT and peripheral scanners, although it does recommend their use for risk assessments, the implication for the wider community being unclear. It might therefore be a means for pre-screening in areas where access to BMD of the hip is rationed.
Measuring BMD at the spine was recommended as assessing response to treatment, while hip BMD could be used as a case-finding strategy. This could cause confusion as reporting on one or the other might increase the amount of time needed for reporting scans.
Assessment of fracture risk
This was felt to be the function of BMD at the hip, especially in elderly people. Using BMD alone to determine fracture risk was felt to be not ideal, as it has a low sensitivity and means that most OP fractures will occur in patients with T-scores >À2.5.
Other risk factors that were identified as important and predict fracture risk independent of age and BMD are listed below. They were recommended to be included in any case-finding exercise. Their independence of BMD at predicting fractures is shown in Table 1 .
The group acknowledges that there are other risk factors, either acting by reducing BMD or not responding to treatments that are not mentioned.
The group also recommended the use of 10-yr fracture risk assessment using the recently developed FRAX TM tool (www.shef.ac.uk/frax), developed by the WHO collaborating centre for metabolic bone diseases at Sheffield, which has been well validated. One of the limitations of this tool is that the cumulative severity of each risk factor is not taken into account; hence highest ethanol intake and moderate ethanol intake would count the same, and steroid dose and several fractures would count as one risk factor only.
The FRAX TM should be calculated using the algorithms freely available on the website (www.shef.ac.uk/frax) and treatment should be instigated if the patients are above the upper threshold for treatment and BMD should be calculated if they are between the upper and lower threshold of risk. Simplified tables with risk stratified are reproduced in the guidelines and are reminiscent of the Framingham tables for cardiovascular risk. The thresholds for treatment are shown in the Table 2 .
Strategies for OP prevention and treatment Prevention and treatment. The only interventions that have a good evidence for the prevention of OP are exercise and calcium and vitamin D supplementation, which augment BMD. Other strategies, which would be natural to endorse, have weaker evidence for their efficacy. They include smoking cessation and increasing dietary calcium. Expert evidence only existed for reducing ethanol consumption and fall prevention programmes. The group therefore made no recommendation for any of the population-based strategies as their efficacy and evidence base has not been rigorously assessed. The only recommendation was that case-finding should be encouraged.
Calcium and vitamin D supplementation in the elderly living in residential care, housebound and in nursing homes was evaluated and recommended by the guidelines group. Increasing protein intake and correcting poor oral protein intake has been shown to be beneficial, especially after an osteoporotic fracture and were recommended.
In patients at high risk, no distinction was made between prevention and treatment and the drugs were divided into those that prevented vertebral, non-vertebral and hip fractures; the only drugs that had good evidence for all three were alendronate, risedronate, zoledronate and HRT. Other drugs showing good evidence for vertebral and nonvertebral fractures were strontium ranelate, teriparatide and possibly ibandronate.
The differences between bisphosphonate treatments were highlighted in a review and bisphosphonates differed by renal impairment threshold and amount of water needed to swallow each tablet (Table 3) .
In women, other treatments including etidronate, calcitonin, calcitriol and HRT were thought not to be recommended first line either due to insufficient evidence of their use (etidronate, calcitonin, calcitriol), or a bad risk-benefit ratio (HRT). But it was recommended that patients who are intolerant of bisphosphonates could be prescribed strontium or raloxifene. Teriparatide was felt to be better left for the more severe patients.
In men, the only drugs approved for use were alendronate, risedronate and teriparatide.
Case finding. There were no concrete recommendations on case finding, but it was suggested that further research be done. Case finding by fragility fracture and risk factors was suggested as a suitable means of proceeding. This was restricted to men and women over the age of 50 yrs. Additional risk factors were also listed as per the list below. that local healthcare programmes address the avoidable risk factors for OP, fractures, falls and poor bone health. (v) Importantly, they also recommended that the osteoporotic fracture prevention should be included in the quality outcomes framework. (vi) It was also felt that a clinical lead might be an appropriate person to be appointed.
Conclusion
This holistic document pulls together disparate guidelines for the management of OP and updates them, making them more relevant to the health care consumer. It is hoped that all NHS workers take notice of them and of osteoporosis. Perhaps inclusion in the quality outcomes framework will make OP more prominent amongst health professionals and the public. 
